
PERSISTENT MOUTH BREATHING FOL-
LOWING ADENOIDECTOMIES

BY IRVING SOBOTKY, M.D., BOSTON.

Why are there so many failures after ade-
i noidectomies and what can be done to facilitate
nasal breathing? How often patients return
anywhere from one to six months after opera-
tion with little or none of the nasal respiration
that was so emphatically promised!

Parents are told to compel the young patient
to breathe through the nose—that it is simply the-
"habit" of mouth breathing, formed from birth
to the present time, that prevents nasal breath-
ing and if the child is constantly told to keepi
the mouth closed and force air through the nos-
trils—a cure will be effected. This may be true
in some cases but in many the difficulty lies in
abnormal conditions within the nasal cavities.
It is obvious, then, that simply removing the
adenoid, however completely, will not cure
mouth breathing when there is nasal obstruc-
tion of any cause.

J. V. White1 speaks of variations of the sphe-
noid bones, of the location of the fossa of Rosen-
muller and of Thornwald's disease, as factors
determining the post-operative mouth breath-
ing. Maure gives similar reasons. Another fac-
tor according to Brühl of Berlin, is delay in re-

moving the adenoid until the bony framework
is formed with a high palatal arch. In these-
high arch cases, mouth breathing will persist
after operation and the patient must be referred
to a dentist for the spreading of the arch and
the regulating of the teeth. These conditions»
are also the cause of deviated septum, as there is
not sufficient room for the septum to grow
straight. This type of case can usually be rec-
ognized by the elongated shape of the face and
skull.

An examination of the nose, which should be a
matter of routine in every case of adenoid, will
often reveal hypertrophied lower turbinâtes or
deviated septum. The presence of enlarged
lower turbinâtes, deviation and spur of the sep-
tum are said to favor the development of ade-
noid, but, according to St. Clair Thomson of
London, it is much more likely that these in-
tra-nasal conditions are secondary. Diemont2
expresses the same opinion and has observed the
co-relation of hypertrophy of the lower turbi-
nate with adenoid.

By enlarged turbinâtes a true hypertrophy is
meant and not the vaso-motor type or the en-
largement caused by constitutional diathesis.
These three types can be differentiated by a
thorough examination.

The vaso-motor lower turbinâtes are pillow-
like, smooth, red or pinkish in color and may
seem to be in contact with the septum or with
the middle turbinâtes. A probe sinks as if into  

an air cushion. The application of adrenalin
and cocaine causes shrinking, but when the ef-
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feet of the solution has worn off the turbinatets
swell to their former size.

The truly hypertrophied turbinâtes are not
smooth but nodular and pebbly and resemble!
adenoid vegetations. In color they are pale
pink. Adrenalin and cocaine does not produce
marked contraction and probe pressure does not
cause pitting but gives the sense of resistance
of thick, fleshy tissue. This condition is caused
by an hypertrophy of the adenoid layer of the
mucosa.

The hypertrophy caused by constitutional dis-
ease (syphilis) is hard to distinguish from a true
hypertrophy unless a close view shows some
ulcération. This type with insignificant ulcéra-
tion is not rare and should always be borne in
mind.3

The question now arises what can be done to
facilitate nasal breathing in these cases?
Labouré advocates a complicated system of
breathing exercises including the immobilization
of the free moving parts of the thorax.4 It
would seem that this method is not suited
for children, hence operative treatment of the
nasal condition gives the most promise of
benefit.

If the nasal examination shows a deviated
septum, should a sub-mucous resection be con-
sidered when the patient is under sixteen years
of age? It is better to wait at least until that
time in life has been reached because we could
not be certain what influence the sub-mucous
operation might excite upon the development of
the nose; also, more regenerative tissue forms,
after this operation, in children than in adults,
and the object of the treatment might then bé
nullified. Freer, however, operates on quite
young children.

It is in cases, where the type of truly hyper-
trophied lower turbinâtes, previously referred
to, are found and where there is no considerable;
deviation of the septum, that a simple operative
procedure has shown good results.

There is at present a disinclination to do tur-
binotomies or turbinectomies unless a positive
indication exists, such as obstruction to the
drainage of the accessory sinuses of the nose or
polypoid degeneration of the turbinate. The
tendency to an atrophie nasal condition which
so often results, is in no way desirable. Stew-
art5 says an inferior turbinate should never be
entirely removed. In cases of too free removal,
the loss of its moistening and filtering action
produces the discomfort of dry pharyngitis and
laryngitis.

However, using the turbinate scissors and
simply cutting a slice of the thickened mucous
membrane of the inferior turbinate along the
lower and posterior portion, parallel to the longaxis of the bone, and being extremely careful
not to cut the bone itself, will not cause atrophiechanges. The healing will leave a linear sur-
face scar and the cicatricial contraction will
widen the nasal cavity enough for all breathing

purposes. This operation should be done at the
same time the adenoid is removed and must be
the first procedure so as to avoid clouding of the
nasal cavities by blood. The nares need not be
packed as the bleeding soon stops, but it is weld
to keep cargile membrane between the operated
turbinate and the septum to avoid the forma-
tion of synechia. This treatment should not be
undertaken during the age of puberty in male
or female, as at this time the entire nasal
mucous membrane is in a state of turgesence
and cauterization or removal of tissue should
be deferred.

Kyle says that electrolysis, using the bi-polar
method, has given favorable results and has the
advantage that tissue is conserved, there is lit-
tle reaction and no danger of synechia. Bui
this treatment requires frequent sittings and is,
therefore, tedious and extremely difficult with
children.

According to Freer, the use of the galvanic
cautery is unsatisfactory and this opinion is
shared by St. Clair Thomson who says that the
galvanic cautery destroys a certain amount of
epithelium and the steam and heat it produces
causes a reaction in the surrounding tissues and
makes it difficult to limit its area of reaction.

SUMMARY.

The writer wishes to emphasize these points:
1. For the cure of persistent mouth breath-

ing the nasal breathing exercises have not
proven efficient.

2. An operative treatment of the nasal con-
dition is indicated. Such treatment must be ap-
propriate for the age of the patient.

3. Patients should have the adenoid removed
before the typical high palatal arch is formed.

4. If this high arch is formed the treatment
should be dental; such as spreading the arch
and regulating the teeth.

5. Cutting a slice of mucous membrane from
the enlarged lower turbinâtes, as an aid to nasal
respiration, has given good results.

6. A sub-mucous re-section should not be
done in children under sixteen.

7. Electrolysis, using the bi-polar method, is
effective in reducing the enlarged turbinâtes but
is not suited for children.
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